Objectives: Although bereavement and depression are both common in older primary care patients, the effect of bereavement on depression intervention outcomes is unknown. We examined whether standard interventions for depression in primary care were as effective for bereaved as for non-bereaved depressed patients. Design: Randomized controlled trial. Setting: Twenty community-based primary care practices in New York City, greater Philadelphia, and Pittsburgh. Randomization to either intervention or usual care occurred by practice. Participants: Patients aged 60 years or older who met criteria for major depression or clinically significant minor depression (N ¼ 599). Patients who did not complete the bereavement measure or who were missing 4-month data were excluded (final N ¼ 417). Intervention: Studytrained depression care managers offered guideline-concordant recommendations to primary care physicians at intervention sites and assisted patients with treatment adherence. Patients who did not wish to take antidepressants could receive interpersonal psychotherapy. Measurements: Bereavement was captured using the Louisville Older Persons Events Schedule. Depression severity was assessed using the 24-item Hamilton Depression Rating Scale (HDRS). Outcomes at 4 months were remission (HDRS 7) and response (HDRS reduction !50% from baseline). Results: Logistic regressions indicated that, for non-bereaved participants, response and remission were higher in intervention than usual care. However, recently bereaved older adults were less likely to achieve response or remission at 4 months if treated in the intervention condition. Conclusions: Standard depression care management appears to be ineffective among recently bereaved older primary care patients. Greater attention should be paid in primary care to emotional distress in the context of bereavement. (Am J Geriatr Psychiatry 2013; Key Words: Depression, bereavement, case management, primary care, clinical trial Received July 5, 2013; revised December 6, 2013; accepted December 11, 2013 
B ereavement, defined as the death of someone close, is especially common among older adults. A study of community-dwelling older adults found that 71.3% experienced the loss of a loved one over a 30-month observation period, 1 and in 2008, 42% of women and 14% of men aged 65 years or older were widows or widowers. 2 Symptoms of depression often accompany bereavement, with studies documenting a prevalence of depression of 20%e32% at 2 months post-bereavement. 3e6 Although bereavement within 2 months has served as an exclusion criterion for depression diagnoses in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), 7 evidence has shown that bereavement-related and nonebereavement-related depression have similar risk factors, patterns of comorbidity, associations with functional impairment, and treatment response. 8 In response, DSM-5 now allows a diagnosis of depression as soon as 2 weeks after bereavement. 9 Under DSM-5, a growing number of recently bereaved patients will likely receive a depression diagnoses and be considered for depression interventions. To date, however, the impact of experiencing a recent bereavement on standard depression treatment outcomes remains unknown. Previous studies have examined the impact of stressful life events on depression intervention outcomes. 10e17 These studies defined stressful life event broadly, however, and included events such as job loss, conflicts in interpersonal relationships, and financial strains, in addition to bereavement. Findings are mixed, with some reporting that experiencing adverse pretreatment life events were associated with a positive depression intervention response, 10e12 whereas others found stressful life events associated with poorer response to intervention. 13e15 Other studies found no association between pretreatment life stressors and depression intervention outcomes. 16, 17 Although these varying results may reflect different samples, study designs, life event measures, and interventions, together they point to a possible influence of life experiences on the treatment process. None of these studies focused on older adult samples or studied interventions delivered in primary care. Now that depression treatment may be recommended for more recently bereaved patients, studying the impact of bereavement (separate from other stressful life events) on the effectiveness of depression intervention is urgently needed.
This article begins to fill this knowledge gap by examining whether depression interventions delivered in primary care were as effective for recently bereaved older adults with clinically significant depressive symptoms as for depressed patients without recent bereavement. We analyzed data from the Prevention of Suicide in Primary Care Elderly: Collaborative Trial (PROSPECT). 18 PROSPECT assessed the effectiveness of a multi-component depression intervention implemented in primary care practices for older patients. We hypothesized that recent bereavement would impact treatment response to the PROSPECT intervention.
Hypotheses on the direction of the association could not be made, as previous findings were contradictory.
METHODS
The PROSPECT Study compared a collaborative depression care intervention to Usual Care for improving depression outcomes. Details on the PROS-PECT Study protocol and its primary outcomes have been published previously.
18e21 Briefly, racially and ethnically diverse patients aged 60 years and over were recruited from 20 community-based primary care practices in New York City, greater Philadelphia, and Pittsburgh and were screened for inclusion and exclusion criteria (N ¼ 1,226). Because the intervention located depression care managers on-site, the study used a practice-randomization design to reduce potential contamination bias. The study drew an age-stratified (60e74 years, 75 years), random sample of patients with an upcoming appointment. Physicians notified sampled patients by mail, allowing patients to decline further contact. Research associates telephoned the remaining sample to confirm study eligibility. Inclusion criteria were: age 60 years or older, ability to give informed consent, Mini-Mental State Examination score of 18 or higher, 22 and ability to communicate in English.
Eligible patients were then screened for depression using the Centers for Epidemiologic Studies Depression scale (CES-D). 23 All patients with CES-D scores greater than 20, as well as a 5% random sample of patients with lower scores, were invited to participate. Study interviewers blinded to patient treatment condition conducted in-person baseline interviews and telephone follow-up assessment at 4 months post-enrollment. Although the PROSPECT included additional follow-up assessments, we focused on the 4-month outcomes because the original PROSPECT intervention intent-to-treat analyses were statistically significant at 4 months and because there were a sizable number of missing responses on the bereavement measure at later interviews. Informed consent was obtained from all participants, and the study protocols were approved by the institutional review boards of Cornell University, the University of Pittsburgh, and the University of Pennsylvania. Details on the PROSPECT treatment intervention have also been described previously. 19 The intervention involved the inclusion of depression care managers to support physicians' use of guideline-concordant treatments and to work with patients to monitor symptoms, side effects, and treatment adherence. The protocol chose antidepressant medication as the first line treatment, and interpersonal psychotherapy delivered by depression care managers was available as an alternative or adjunct treatment. At Usual Care sites, primary care physicians were provided education in depression treatment guidelines and were informed of their patients' depression diagnoses but were not provided with any specific recommendations, except in cases where psychiatric emergencies were identified by research staff.
Measures
The Structured Clinical Interview for Axis I DSM-IV Diagnoses (SCID) 24 Ideation was highly skewed, we created a dichotomous variable for "any current suicidal ideation." Social support was measured with the 35-item Duke Social Support Index, which measures multiple dimensions of social support and has been used extensively with older adults. 33 All measures were well validated with good psychometric properties.
Data Analysis
For this analysis, our sample included the 599 PROSPECT participants with either MDD or clinically significant minor depression. Excluding the 93 participants with missing LOPES data from the analyses and 111 participants missing 4-month HDRS data (with 22 missing both), the final sample size for the current analysis was 417.
The 182 patients excluded from the analysis due to missing LOPES (N ¼ 93) and/or 4-month HDRS data (N ¼ 111) did not statistically significantly differ from the rest of the sample on baseline HDRS scores (mean [SD] At the outset, we conducted analyses with three categories of stressful events, comparing those who endorsed a recent bereavement, those who reported stressful life events other than bereavement (N ¼ 179), and those who reported no recent stressful events (N ¼ 200). We found that the only differences in outcomes were in the recently bereaved group. Thus, in subsequent analyses, we compared those endorsing recent bereavement with the rest of the sample.
Next, we examined if there were differences in sociodemographic characteristics between the bereaved and the non-bereaved. Due to the small size of the bereaved group, Fisher's exact tests and/or Whitney U tests were used to examine the statistical significance. To examine the association between bereavement and depression treatment outcomes, we first conducted bivariate analyses using Fisher's exact tests to examine the statistical significance. We then conducted a multivariate logistic regression modeling to test whether, controlling for baseline HDRS score, sex, age, race, baseline suicidal ideation, Charlson Comorbidity Index, type of treatment received, and Duke Social Support Index subscales, recent bereavement affected treatment outcomes. Lastly, we added an interaction term between recent bereavement and intervention status for each outcome to the previous model. We then repeated all of these analyses for those with MDD and those with clinically significant minor depression. The overall fit of each model was assessed with an F statistic, and the significance of each individual term within each model was assessed by a t statistic. SAS version 9.1 was used to carry out analyses (SAS Institute Inc., Cary, NC). We defined the level of significance as p ¼ 0.05.
RESULTS
The 417 primary care patients in this analysis had a mean age of 70.0 years (range: 60e94 years), 71.5% (N ¼ 298) were women, and patients had a race/ethnicity distribution of 26.9% (N ¼ 112) African American, 70.5% (N ¼ 294) White, and 2.6% (N ¼ 11) other. Twothirds (65.7%, N ¼ 274) met DSM-IV criteria for MDD and the remainder had minor depression. (Table 2) .
Logistic regressions (Table 3) showed that the impact of a recent bereavement on remission and response at 4 months differed significantly between Intervention and Usual Care. Overall, older adults with a recent bereavement were less likely to achieve response and remission at 4 months if treated in the Intervention Condition group compared with the Usual Care group. Table 4 shows models within the MDD only and minor depression only subgroups. The interaction term was not significant in the group with minor depression only.
Exploratory Analyses
To further explicate these findings, we examined whether there were differences in treatments received by bereaved and non-bereaved participants within each study arm using Fisher's Exact tests. In the intervention group, 17.6% (3 of 17) of bereaved patients compared to 9.5% (18 of 189) of non-bereaved did not receive psychotherapy or pharmacotherapy, a difference that was not statistically significant (p ¼ 0.22).
Among intervention patients who did receive treatment, although differences were not statistically . Treatment receipt does not appear to account for differences in outcomes between the bereaved and non-bereaved. Controlling for treatment receipt in regression models did not alter primary outcomes (Table 3) .
DISCUSSION
We examined whether experiencing a recent bereavement had an impact on the effect of the PROS-PECT intervention on depression outcomes, compared with Usual Care. This is one of the few studies to examine the association of bereavement on depression treatment provided in community settings and the only study we could identify focused solely on older adults.
For non-bereaved participants, results were consistent with overall results of the PROSPECT study, with those in the Intervention practices having higher 
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Am J Geriatr Psychiatry -:-, -2013 remission and response rates than those in Usual Care. 19 For recently bereaved participants, the PROS-PECT intervention was not as effective, and response and remission was significantly lower than in Usual Care. The results of the current analysis are incongruent with previous literature showing that bereavementrelated depression responds well to pharmacological and psychotherapeutic interventions. 34 There are several possible explanations for these disparate findings. First, our analysis examined outcomes from a depression care management intervention designed to influence treatment and care over time, whereas previous studies were clinical trials where subjects volunteered to be randomized to specialized treatments. There may be unique aspects of the PROS-PECT depression care management protocol that were not as helpful to recently bereaved older adults-for example, the intensity of contact with the depression care manager or the focus on psychoeducation.
We explored whether treatment receipt might account for the associations between bereavement experiences and outcomes. Our results do imply that PROSPECT care managers may interpret or manage depression in the context of bereavement differently from when there has been no bereavement, as bereaved patients in the intervention group were more likely to receive psychotherapy than nonbereaved intervention patients. In Usual Care, however, when care managers were not in place, physicians showed a tendency to prescribe medications at roughly equal levels to both bereaved and nonbereaved patients. Care managers may feel that psychotherapy is more appropriate in the context of a life stressor like bereavement; health care providers have expressed concerns about overmedicating grief 35 and often recommend counseling for bereavement. 36 Type of treatment received, however,
was not differentially associated with outcomes between the bereaved and non-bereaved. This implies that other intervention components influenced results. Regardless of treatment type delivered, the PROSPECT intervention as a whole focused on coping with depression, rather than grief feelings in particular. Intervention patients may have therefore found the entire intervention ill-fitted to their needs or preferences, resulting in poor treatment response. In Usual Care, in contrast, bereaved patients may have felt more allowed to focus on their grief, either with existing providers or independently. Lastly, symptoms or disease course in the bereaved older adults may differ in some way from the nonbereaved. In the current analyses, the recently bereaved did not show differences in anxiety severity or in the severity, duration, or lifetime recurrence of their depression. Complicated grief, 37,38 a recently recognized bereavement-related mental health condition, may have co-occurred with depression and interfered with treatment response in the intervention group, however. About 25% of those with bereavement-related depression meet criteria for complicated grief. 39 Complicated grief does not respond to antidepressants alone 40 and requires specialized cognitive-behavioral psychotherapy. 41 By chance, more complicated grief-positive patients may have enrolled in Intervention than Usual Care. Because the PROSPECT intervention focused on medication treatment or interpersonal psychotherapy, it is unlikely that any patients with complicated grief would have received a treatment regime consisted with this evidence base. The PROSPECT study did not include any measures of grief, so we cannot confirm this hypothesis.
Limitations
The sample size of participants experiencing a death of someone close was small (N ¼ 38), which may have limited statistical power to detect differences. The associations we found between intervention status, bereavement experience, and outcomes, however, were quite robust. The LOPES, a self-reported measure, allowed for endorsement of only one stressful life event. Thus, bereavement data may have been underreported. There may also be other unmeasured individual-, provider-, and practice-level characteristics that influenced the associations between bereavement and depression treatment outcomes. For example, because our data did not include the nature and the quality of relationship between the deceased and the patient, we were unable to control for the possible influence on outcomes. We were unable to examine the context of bereavement because these data were not collected in the PROSPECT study. Moreover, we were unable to analyze data collected at follow-up interviews from 8 to 24 months because of small sample sizes. Finally, patients were recruited from 20 primary care practices in the New York City, Philadelphia, and Pittsburgh areas. Results may not be generalized to all primary care patients or practices in other regions of the United States. Nonetheless, our findings suggest that attention must be paid to recent bereavement experiences when treating depressed older adult patients.
Implications
Despite its limitations, our research contributes to the literature and clinical practice. With the removal of the bereavement exclusion from the major depressive episode criteria in DSM-5, a growing number of recently bereaved patients may be eligible for a depression diagnosis. Accurately identifying depression in the context of bereavement and providing appropriate support for bereavement-related depression will be necessary to reduce the suffering associated with this condition. Moreover, considering that older adults are more likely to experience bereavement than their younger counterparts, preventing depression and complicated grief in this vulnerable population should be a high public health priority.
Our findings suggest that treatment needs of bereaved older adults experiencing depressive symptoms could differ from those of other depressed primary care patients. Indeed, providing standard depression care management rather than care focused on the unique treatment needs of bereaved patients may lead to poorer outcomes than even providing minimal usual care. Co-occurring grief symptoms or the impact of the loss on daily routines may both require acknowledgement, for example. 42 When discussing grief, clinician concern about inappropriately medicalizing grief should be balanced with an awareness of the proper diagnosis and treatment options for bereavementrelated mental health disorders. In cases of bereavement, treatment focused specifically on grief, with watchful waiting for bereavement-related mental health disorders, might be more appropriate. Active depression treatment may be best initiated only when grieffocused approaches are not effective. Thus, a steppedcare approach may be most useful in these cases. Training providers on a few standardized screening items to consistently review bereavement events and related symptoms may also be effective. 43 Providers may interpret or manage bereavement-related depression differently from other depressive episodes, which could also be addressed during training. Using language that is acceptable to patients may be another way to improve detection. Our findings differ from those in some previous studies, which found that stressful events were associated with positive outcomes. 10e12 In some previous studies, bereavement was one of many events included under a broader grouping during analysis, such as "interpersonal events." Our findings suggest that bereavement may have a unique impact on depression treatment outcomes. Future studies of the impact of stressful events on depression outcomes might consider bereavement separately.
With the DSM-5 alteration, more detailed data on bereaved depressed older adults' preferences for support from their primary care providers within the two months post-loss might be relevant. These studies could include data collection on the language that patients prefer to use in describing bereavement-related depression symptoms. Moreover, our study suggests that collaborative care models for late-life depression may benefit from modules tailored for bereaved older adults. Modifications to existing depression care protocols could be tested in future studies. Ideally, treatment recommendations would be consistent with patient treatment preferences. In addition, future research could test the feasibility and effectiveness of training primary care providers to detect and manage depression in the context of bereavement.
CONCLUSIONS
Findings of this study indicate that recent bereavement may be an important predictor of poor outcomes in depressed primary care patients receiving collaborative depression care management. Recent bereavements should be taken into account when delivering interventions to older adult primary care patients. Bereaved depressed older adult primary care patients may benefit from watchful waiting and grief-focused care, rather than generic depression-focused treatment. Recent DSM depression criteria changes may foster practice changes in detection and treatment provision.
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